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Mesenteric Revascularisation 
Sir, 
Recently, Christensen et al. 1 reported their experience 
with revascularisation of the mesenteric arteries over a 
25-year period involving 53 patients with chronic 
mesenteric vascular syndrome (CMVS). Two-vessel 
mesenteric artery disease was established in 48 
patients, 42 patients having a severe stenosis of both 
the celiac artery (CA) and superior mesenteric artery 
(SMA). However, only three revascularisations of both 
the superior mesenteric artery (SMA) and the celiac 
artery (CA) were performed, in the other 47 revascu- 
larisations only the SMA was revascularised. 
After a mean follow-up of 4.6 years, four patients 
died because of proven intestinal ischaemia, probably 
due to thrombosis of the reconstruction. Roughly 30% 
of the 53 patients had recurrent symptoms of CMVS. 
In summar~ at least 8% of the SMA reconstructions 
failed, all resulting in the death of the patient and at 
least 30% of the patients had recurrent symptoms of 
CMVS. Based on this experience Christensen et al. ~ 
conclude that single vessel revascularisation f the 
SMA, preferably with bypass procedures i the proce- 
dure of choice for elective mesenteric artery recon- 
structive surgery. 
We feel that this conclusion is not in accordance 
with results reported in the literature by others, 
including ourselves. Repair of only one mesenteric 
artery may relieve symptoms of CMVS due to the 
abundant collateral circulation. However, much better 
long-term results are obtained with surgical repair of 
more than one mesenteric artery. In our series ~ of 14 
patients with CMVS, 31 of the 42 mesenteric arteries 
were severely obstructed, and 23 of the 31 mesenteric 
arteries were reconstructed. We prefer reconstruction 
of both the CA and the SMA by endarterectomy and/ 
or antegrade arterial autogenous bypass techniques. 
Our hospital mortality was 7% (one patient with 
thrombosed reconstruction). Long-term follow-up 
(mean 11.8 years, range 4.5 to 27.2 years) was carried 
out on all 13 surviving patients. Who were all 
asymptomatic. DSA performed on eight patients 
showed that 11 of the 13 (85%) visualised reconstruc- 
tions were patent. Every patient had at least one 
patent reconstruction. 
In our report, 2we discussed the fact that a variety 
of surgical and nonsurgical techniques have been 
advocated for repair of the mesenteric arteries. Each of 
the various eries, including Christensen etal. ~ are too 
small to draw any conclusion with respect to the 
superiority of one technique over the other. Clearl~ 
the choice of the techniques used is based on the 
preference and experience of the surgeon. Progression 
of disease and stenosis of reconstructions are inevita- 
ble in the long term. However, two vessel revascular- 
isation decreases the chance of the recurrence of 
symptoms. The morbidity and mortality of two-vessel 
reconstruction is no higher than reconstruction f one 
vessel. 2,3 
Robert H. Geelkerken and J. Hajo van Bockel 
Leiden, The Netherlands 
References 
1 CHRISTENSEN MG, LORENTZEN JE, SCHROEDER TV Revascularisation 
of atherosclerotic mesenteric arteries: experience in 90 consecutive 
patients. Eur ] Vasc Surg 1994; 8:297-302 
2 GEELKEKKEN RH, VAN BROCKEL JH DE ROOS WK HERMANS J, 
TERPSTRA JL. Chronic mesenteric vascular syndrome; the long 
term results of reconstructive surgery. Arch Surg 1991; 126: 
1101-6. 
3 REILY LM, RAMOS TK/MURRAY P~ CHENG SWK, STONEY RJ. Optimal 
exposure ofthe proximal bdominal orta: acritical appraisal of
transabdominal medial visceral rotation. J Vasc Surg 1994; 19: 
375-90 
Authors' Reply 
Sir, 
We could not agree more with Geelkerken and van 
Bockel that reported series on mesenteric revascular- 
isation are too small to draw any conclusion with 
respect o the superiority of one technique over the 
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other. It is therefore surprising that Geelkerken and 
van Bockel take up the discussion based on their own 
experience with 14 cases collected over 20 years. We 
concluded: "Single vessel visceral reconstruction is a 
simple and safe procedure", to call attention to this 
concept as opposed to the mainstream opinion that 
two-vessel procedures hould be performed. It is 
always possible to quote reports from centres of 
excellence in which the mortality and morbidity are 
close to zero and patency rates tend to exceed 100%. 
The best examples of this include infrainguinal recon- 
structions and carotid surgery. On a national scale, 
however, we are convinced that suprarenal dissection 
is connected with a higher morbidity and mortality 
than infrarenal surger)~ though this issue will only be 
settled by a randomised study. 
Max G. Christensen, Jorgen E. Lorentzen and Torben 
V. Schroeder 
Copenhagen, Denmark 
Fibrodysplasia 
Sir, 
In their leading article, van Brockel and Weilbull 1 
neglected to mention the use of certain visceral 
arteries in the reconstruction of renal arteries. 2 There 
have been a number of reports of splenorenal bypass 
surgery for the treatment of atherosclerotic and 
fibrodysplastic left renal artery disease. 2~ This tech- 
nique has been reported in children as young as 3 
years 2, and Splenectomy is reported in 0-13% of 
cases. 2"3 Splenic infarction is uncommon because of 
the collateral supply to the spleen from the short 
gastric and gastroepiploic arteries, and has been 
reported in 0.5% of cases. 5Post-mortem studies have 
shown, however, that collaterals are deficient in 6% of 
individuals .5 
H. S. Khaira 
Birmingham, U.K. 
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Authors' Reply 
I would like to thank Mr Khaira for his letter and I 
appreciate his comments. The use of the hepatic and 
splenic artery in the reconstruction of fibrodysplastic 
disease is limited for several reasons. Firstly these 
patients are relatively young and there is some risk 
that a stenosis at the origin of these arteries may 
develop. Moreover, in the case of the hepatic artery an 
additional venous graft is necessary which is asso- 
ciated with complications. In addition, there usually is 
no risk in using the aorta as the origin for a bypass. 
However, the use of the hepatic and splenic artery is 
particularly useful if the aorta is severely diseased. It 
is important to avoid aortic reconstruction if possible, 
e.g. replacing a badly diseased but patent aorta by a 
prosthesis to have a point from where the renal bypass 
can originate, because there is an increased mortality 
rate of 8-10%. 1'2 In these situations the surgical risk 
can be decreased by selecting alternative procedures 
that do not involve clamping of the aorta, e.g. 
splenorenal anastomosis, 3 hepatorenal anastomosis, 
for occasionally using a bypass which originates from 
the iliac artery. 5
JH van Bockel 
Leiden, the Netherlands 
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False Aneurysms 
Sir, 
In their article on a surgical technique for false femoral 
aneurysms, the authors make the interesting point 
that femoral aneurysms can be dealt with without 
formal clamping of the vessels proximally and dis- 
tally. 1 However, their technique is a very involved one. 
There is no need for the insertion of an occlusion 
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